Objectives: Advance care planning (ACP) involvement could be substantially different by physician specialty or sex group, with implications for training and methods to increase ACP activities. The objective of this article is to compare primary care physicians (PCPs) and other specialty physicians and female compared with male physicians' views and interactions surrounding ACP.
L
ittle is known about the different beliefs or experiences of office-based primary care clinicians and specialty or hospitalbased physicians related to advance care planning (ACP) for individuals no longer competent to make clinical decisions for themselves. Their patient care experiences are sufficiently different to hypothesize there could be marked differences in education, attitudes, and barriers toward ACP conversations, thereby requiring different approaches to increasing and improving ACP overall. For example, primary care physicians (PCPs) have a broader scope of care, are less likely to work in inpatient environments, and are more likely to see family members of their patients over time. Other specialty physicians (SPs) are more likely to be regularly and directly involved with seriously ill hospitalized patients with a short-term, high likelihood of death, as well as their families. They also are less likely to have ongoing professional interaction with family members for any extended period of time after a patient's death. Exposure to "good deaths" (ie, those that are perceived as comfortable by the family or clinicians) or "bad deaths" (ie, those that are perceived as uncomfortable or upsetting by the family or clinicians) also could vary by specialty type. These varying experiences could influence these physicians' understanding of and beliefs about ACP.
There is scant literature on the subject of differences in ACP by specialty or sex of physicians. Heyland et al 1 found that patients reported speaking about ACP 30% of the time with a family physician and 17% of the time with specialists. Ankuda et al 2 noted that Medicare patients had lower overall intensive end-of-life care
Key Points
• Many physicians, regardless of specialty group or sex, are interested in participating in advance care planning (ACP).
• Female physicians were more involved and interested in undertaking ACP.
• Female physicians were more accepting of involvement of nonphysician healthcare professionals in ACP.
in areas of the country with greater PCP involvement, while noting that there were substantial differences between the patient characteristics of those with greater versus less PCP involvement. Silveira and Forman 3 found that PCPs in focus groups expressed a strong desire to be involved with end-of-life care. Similarly, there is little information regarding the influence of sex of the physician and ACP; neither the Periyakoil et al 4 study with multispecialty physicians reporting barriers to ACP nor the Snyder et al 5 study of PCPs reporting comfort with discussing ACP found significant differences by sex. A national survey funded by several foundations, however, found that female physicians attributed higher levels of importance to ACP conversations. 6 This article assesses primary care compared with hospital or SP and female compared with male physician ACP experiences, beliefs, and their willingness to work with patients regarding ACP.
Methods

Setting
This was a survey of local healthcare providers through the auspices of the Greater Dayton Advance Care Planning Initiative (GDACPI) Decide to Be Heard Campaign, before initiating widespread ACP efforts. ACP education has been shown to create improvements in attitudes and outcomes. 7, 8 In 2015, the GDACPI was initiated as an area-wide, community-based intervention to increase ACP and the associated documentation, educational tools, community-led conversations, trained facilitators, and a regional advance directives tool. The GDACPI board consisted of members from the two local major healthcare systems, a large hospice organization, clinical providers, higher education institutions, faith-based communities, legal professionals, and other interested community individuals. The mission was "to create a culture that embraces advance care planning and increases conversations among providers, the people, and their families by educating and transforming our community. The shared vision is to ensure that every person in the Greater Dayton Area is empowered to have ACP conversations that reflect their personal values and beliefs."
The Survey
The survey was developed by the GDACPI Data Subcommittee based on ACP literature and reflective of needs for the overall GDACPI implementation. The survey included 21 questions pertaining to general demographic information (including age group, profession, years in practice, race/ethnicity, and religion), frequency of ACP conversations, training for ACP, personal history and experiences related to ACP, five fact-based test questions, willingness to be involved in ACP with patients, perceived barriers, and level of perceived support or desire for additional education by their employers. Some of the barrier questions were modeled after those in a national survey. 6 There also was a series of multiple-choice questions or questions (based on work by Aleksova et al 9 ) on the acceptability of various types of providers to be involved with four identified levels of ACP interaction (initiate discussions, exchange information, be a decision coach, and make final decisions). The survey was piloted for clarity and ease of use with members of the GDACPI board, medical students, and clinicians, and various corrections were made. Based on pilot testing, it was estimated to take 3 to 5 minutes. Approvals for the survey were obtained first from the Data Subcommittee and Leadership Council of the GDACPI before approval by the institutional review boards of Wright State University and Kettering Health Network, and the research oversight committees of the hospitals within Premier Health that are associated with the Wright State University institutional review board. Study data were collected and managed using REDCap (Research Electronic Data Capture, projectredcap.org) tools hosted at Wright State University. REDCap is a secure, Web-based application designed to support data capture for research studies, providing an intuitive interface for validated data entry, audit trails for tracking data manipulation and export procedures, automated export procedures for seamless data downloads to common statistical packages, and procedures for importing data from external sources. 10 Individual members of the GDACPI Leadership Council involved with local healthcare organizations coordinated survey distribution. The board members coordinated with appropriate individuals in their organization to distribute the survey link with instructions to their respective e-mail lists. A second prompt for responses was sent through e-mail lists 2 to 6 weeks later. Because Dayton Children's Hospital was not a participant in the overall project, pediatricians were not invited to participate. Surveys were completed between May 2, 2017 and September 17, 2017.
Data Analysis
For the purposes of data analysis, we divided the physician respondents into two groups: those who specifically designated themselves PCPs and those who chose specialty options (SPs), which included "hospitalist, non-intensive care," "intensivist," "oncologist," "other internal medicine subspecialty," "neurologist," "oncology surgery," "other surgery," "emergency medicine," "hospice or palliative care," "psychiatry," or "other" (six of whom identified themselves as "OB/GYN" [obstetrician/gynecologist]). The one individual who listed himself/herself as "other" gave a freetext response of "family medicine," which was included in the "primary care" category.
Descriptive statistics included frequency (percent) of nonmissing data for categorical variables, and mean ± standard deviation for variables measured on 7-point Likert scales (extremely unwilling/unsupported/unacceptable to extremely willing/ supported/acceptable). Comparisons of categorical variables between groups were made with the χ 2 or Fisher exact tests. Wilcoxon rank sum tests were used for Likert scale variables. For statistically significant differences between the two specialty groupings on dichotomous outcomes, multiple logistic regression was used to control for differences in demographic variables. Adjusted odds ratios (AORs) with 95% confidence intervals (CIs) were determined for associations between physician type or sex controlling for other demographic variables significantly associated with outcomes. For comparisons of the Likert scale variables that were significantly different for specialty and sex, the groups were stratified by physician type/sex combination and analyzed with Kruskal-Wallis one-way analysis of variance. P < 0.05 was considered statistically significant. Analyses were conducted with SPSS version 24 (IBM SPSS Statistics, Armonk, NY). Some categorical variables with multiple levels were collapsed into fewer levels for analyses and ease of understanding the implications of the results.
Results
There were 132 physician respondents, with these analyses based on the 129 who answered the questions about both specialty and sex. Table 1 demonstrates the characteristics and current ACP discussions and training of the responding healthcare providers. Consistent with the distribution lists for the survey link, most of the respondents were hospital based (50.4%), and the majority of respondents were white/non-Hispanic (82.0%) and male (72.1%). Male physicians had been in practice longer than female physicians (P < 0.001). In addition, the majority of male physicians were hospital based, whereas the majority of female physicians were ambulatory based, which is consistent with the female physicians more likely to be in primary care. The respondents by specialty group were similar in age and race, the presence or absence of religious affiliation, and stated frequency of ACP conversations with patients. Almost all of the PCPs were ambulatory based, whereas 20.0% of the SPs were (P < 0.001). A significantly greater number of female physicians (52.8%) reported at least weekly (very often) ACP conversations with patients compared with 29.0% of male physicians (P = 0.017). Significantly more females (50.0% vs 29.0%) have had formal training in ACP discussions (P = 0.025). One-fourth of both female and male physicians would like to be trained to teach other healthcare professions to undertake ACP conversations with their patients or significant others.
The majority of both PCPs and SPs had their own living will and written designation of their own healthcare power of attorney, with no differences between the groups (Table 1) . Although there were differences between male and female physicians in having a living will, after controlling for the number of years in practice they had equal odds (AOR for males 0.5, 95% CI 0.2-1.4, P = 0.207). For healthcare power of attorney, likewise the difference between males and female physicians was not significant after controlling for years in practice (AOR for male physicians 0.7, 95% CI 0.3-1.6, P = 0.348).
Most reported discussing ACP at least a couple of times per month (17.8%) or weekly (35.7%). Approximately one-third (34.9%) reported formal training for ACP discussions; one-fourth (23.1%) would like to be trained to teach other healthcare professionals. Both male and female physicians and PCPs and SPs had witnessed or been involved with both uncomfortable and comfortable end-of-life experiences at their workplace. There was no difference between PCPs and SPs for many items, specifically the frequency of discussing ACP, prior type of training in ACP, interest in being trained to undertake ACP, knowledge of where to find ACP documents in patients' records, correct responses to fact-based ACP questions, desire for additional ACP support by their employer, willingness to be involved with ACP discussions, level of support for ACP activities by their employer, or issues that inhibit ACP discussions.
More PCPs would like more education provided in their work situation to undertake ACP with patients and their significant others (P = 0.014), however. More SPs report that disagreements between family members and the patient deter end-of-life-discussions (P = 0.040), whereas more PCPs (73.7% vs 49.4%) report that not having enough time frequently/ sometimes deters discussions pertaining to end-of-life wishes (P = 0.012). As compared with male physicians, female physicians were more willing to exchange information related to ACP with patients and their significant others (P = 0.008). Table 2 reflects the fact-based question responses. Female physicians were more likely to incorrectly mark that the state of Ohio required a specified format for an advance directive to be accepted (P = 0.034). Of note, regardless of specialty or sex, few respondents correctly answered that most people older than age 65 years who die are not competent at the time that major death-related decisions are made.
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Table 3 presents differences in attitudes or beliefs toward ACP among specialty groups and by sex. For most healthcare worker types, females found it more acceptable than males to initiate ACP discussions and make ACP decisions with patients and family. PCPs and SPs differed on residents initiating ACP discussions and residents and social workers making ACP decisions (Table 3) . Stratification by physician type and sex revealed that for residents initiating ACP discussions and making ACP decisions, male SPs had lower acceptability scores compared with female SPs, male PCPs, and female PCPs (P = 0.003 for both variables). Female SPs and male and female PCPs did not differ from one another. In regard to social workers making ACP decisions, female PCPs found it more acceptable than male SPs, with no other differences between the groups (P = 0.019).
Discussion
In this anonymous survey of healthcare professionals undertaken to inform a community-wide ACP intervention, there were differences in some of the attitudes toward and training in ACP by specialty type and sex, with a generally overall high level of interest in participating in ACP. In spite of obvious differences in practice location and content of practice by specialty, there were more and greater differences reported by physician sex than physician specialty type. Female physicians reported higher levels of interest in ACP, frequency of ACP conversations, and training than did male physicians. This is consistent with a previous survey that noted female physicians were more likely to say that ACP conversations were extremely or very important. 6 They also were more likely to be accepting of the involvement of nonphysician professionals in various types of ACP activities. Although male sex was associated with the presence of personal living wills and/or a designated healthcare power of attorney, this was a function of age or years in practice, with those in practice longer more likely to have a written living will.
Because the physician population is increasingly female, our results suggest that more frequent involvement in ACP with patients may naturally happen, through their own interest and involvement and with increased involvement of nonphysician professionals. Our results also suggest that increasing ACP participation by male physicians may require different methods than are currently used.
In spite of a willingness to participate in ACP with patients, a striking number of physicians did not have their own living will or designated healthcare power of attorney. The number of physicians reporting a living will was 68% and the number having designated a healthcare power of attorney was 64%. This is not much higher than 51.0% of older physicians having either a living will or advance care directive in 1999, 12 the 60% of physicians Physicians ( with a living will and 59% with a designated healthcare power of attorney in 2003, 13 or the 60% of individuals (including nonphysicians) older than 65 years of age with documented end-of-life wishes in 2013.
14 This suggests there are substantive inhibitors for ACP formalization even for individuals who work in a field in which ACP is important and that as of yet have not been overcome.
The physicians noted a number of different barriers, such as space and access to ACP documents, that will need to be addressed in their own work setting to enhance the likelihood of success for ACP completion. This is mirrored in a national survey of physician views toward ACP that found 68% reported a lack of formal education for ACP, similar to our report of 65%. 6 Respondents in both reports indicated difficulty in finding the documents in medical records. The physicians in that survey who had ACP education or who had frequent conversations found them less difficult, suggesting that more education pertaining to ACP conversations would be important. Other expressed concerns that related to potential patient or family issues could be addressed through education-for physicians in terms of the approach to the patient, and for patients and their families to understand ACP and its importance.
ACP education for clinicians is widely available and there are national organizations that promote ACP and ACP education. Respecting Choices (https://respectingchoices.org), the program used by GDACPI) and its affiliated organization Coalition to Transform Advanced Care provide many multidisciplinary types of programs in multiple formats. This coalition has more than 130 supporting member organizations (https://www.thectac.org). Serious Illness Care from Ariadne Labs (https://www. ariadnelabs.org/areas-of-work/serious-illness-care) has a number of resource materials. There also is information available from Bowman and Katz 15 on resources and office billing for ACP conversations. Billing information also is available from the Centers for Medicare & Medicaid Services (https://www.cms.gov/ Outreach-and-Education/Medicare-Learning-Network-MLN/ MLNProducts/Downloads/AdvanceCarePlanningText-Only.pdf).
Our results helped our local community-wide ACP initiative, reinforcing that there was both an interest and a need for increased ACP training, as well as other instrumental changes to increase ACP conversations, adequacy, and documentation. For example, based on these survey results, our local ACP initiative created a committee that is working on cross-institutional sharing of ACP documents and how and where to include various ACP documents in electronic health records. In addition, we are training facilitators who can train others, including clinicians as well as nonclinicians for ACP.
The strengths of this study include responses being similar across various organizations and from early to later survey responses, suggesting stability of choices across groups and reasonable validity. Questions that were similar to other surveys also generally led to similar responses, although they were completed at different locations and times. There were limitations; although reflective of the known employment of the respondents in one city (Dayton, OH), the lack of diversity, particularly for race and ethnicity, of the respondents limits its generalizability, and pediatricians were excluded.
Conclusions
PCPs and hospital-based or SPs are interested in and willing to undertake ACP activities with patients and their families, while citing some important barriers that will need to be addressed to enhance the likelihood of success. A substantial minority of physicians are willing to volunteer to train others for ACP conversations. Female physicians tended to have more positive attitudes about personally undertaking or having nonphysician involvement in ACP than male physicians.
